In this article we examine the relation between the Rorschach Comprehensive System's Suicide Constellation (S-CON; Exner, 1993; Exner & Wiley, 1977) and lethality of suicide attempts during the course of patients' hospitalization at the Austen Riggs Center (Stockbridge, MA). Patient records were rated as nonsuicidal (n = 37), parasuicidal (n = 37), or near-lethal (n = 30) based on the presence and lethality of self-destructive acts. Diagnostic efficiency statistics utilizing a cutoff score of 7 or more positive indicators successfully predicted which patients would engage in nearlethal suicidal activity relative to parasuicidal patients (overall correct classification rate [OCC] = .79), nonsuicidal inpatients (OCC = .79), and college students (OCC = .89). Although these predictions were influenced by relatively high base rates in the hospital population (14.5%), base rate estimates were calculated for other hypothetical populations revealing different prediction estimates that should be considered when judging the relative efficacy of the S-CON. Logistic regression analysis revealed that an S-CON score of 7 or more was the sole predictor of near-lethal suicide attempts among 9 psychiatric and demographic variables.
Suicide ranked as the ninth leading cause of death in America during 1994 . Macintosh (1996 estimated that 31,000 individuals would die from the direct results of suicide in 1998. The fact that suicidal behavior is the most frequently encountered of all mental health emergencies (Schein, 1976) motivates researchers to develop assessment measures and prediction models to assess individuals at risk for suicide. Over the past 40 years scientists have identified psychological (Beck, Steer, Kovacs, & Garrison, 1985; Exner & Wiley, 1977; Maltsberger, 1986) demographic (Farberow & Shneidman, 1961; Goldstein, Black, Narsallah, & Winokur, 1991; Suokas & Lonnqvist, 1991) , biochemical (Arana & Hyman, 1989) , and sociocultural (Maris, 1981) correlates and predictors of suicide.
The majority of this research has focused on predicting completed suicides, whereas far fewer studies have predicted failed suicide attempts (medically serious self-destructive activity). Thus, the greater emphasis on completed suicides has, in effect, eclipsed efforts to identify and predict serious suicidal behavior in clinical populations. Medically serious, near-lethal attempts often have lasting physical, emotional, and social consequences for the individual and their families. The fact that 8 to 10 times as many failed suicides as completed suicides occur in the U.S. population (Buzan & Weissberg, 1992) , further highlights the need to improve methods of predicting which patients will make a near-lethal suicide attempt from those who think about, threaten, or make suicidal gestures.
Recently, Elliot, Pages, Russo, Wilson, and Roy-Byrne (1996) discriminated between emergency room (ER) patients who made medically serious suicide attempts requiring major medical interventions, versus those patients who were quickly stabilized then released following their suicide attempt. Using exploratory regression analysis to identify medically serious suicide attempts from over 40 psychiatric and demographic variables, they produced a six-variable model that classified approximately 77% of patients into the correct groups. Their model demonstrated that patients who made a medically serious suicide attempt were more likely to present at the ER with a substance induced mood disorder and were more likely to have few prior suicide attempts. They also found that these patients had a low incidence of physical or sexual abuse history, little or no polysubstance use, and few major psychiatric disorders. Although retrospective rather than predictive, their study nonetheless marked an important refinement in the assessment of suicide risk by reframing the target population to include individuals who failed in their effort to die.
In this article we explore the efficacy of the Rorschach Comprehensive System's Suicide Constellation (S-CON; Exner, 1993; Exner & Wiley, 1977) in accurately predicting which seriously disturbed psychiatric patients will engage in medically serious or near-lethal suicide attempts relative to other patients who will engage in parasuicidal activity or no suicide attempts. The ability to predict near-lethal suicidal activity from patients' Rorschach responses may have particular relevance for mental health professionals who use the Rorschach in short term hospital settings where relatively high numbers of patients are at risk of suicide.
Although the Rorschach is the most widely used method for assessing suicide risk in clinical settings (Bongar, 1991) , research has yielded equivocal results. One reason for its limited efficacy is the fact that most studies focused primarily on single signs such as the color-shading blend (Applebaum & Colson, 1968; Applebaum & Holtzman, 1962) , symbolic content (Sapolsky, 1963) , or a combination of the two (Fleisher, 1957; Hertz, 1948; Piotrowski, 1950; Sakheim, 1955 ). An overarching problem with single sign approaches is the instability and lack of statistical power of single variables in predicting or classifying any phenomena, much less a complex behavior such as suicide. Essentially, scales with a greater number of items from a conceptually related category will be more stable and more reliable than a single item from the same pool (Nunnally & Burnstein, 1994) .
Most content approaches have failed to demonstrate any significant relation with suicidal behavior, whereas the more complex content or sign approaches have not been replicated. Notable exceptions are the color-shading blend (Applebaum & Colson, 1968; Applebaum & Holtzman, 1962; Hansell, Lerner, Milden, & Ludolph, 1988) , and transparency and cross-section responses (Blatt & Ritzler, 1974; Rierdan, Lang, & Eddy, 1978) . However, these studies have shortcomings in their small sample sizes, heterogeneous groups, and variability in time between Rorschach administration and the index suicide attempt. Exner and Wiley (1977) rectified a number of methodological problems when they applied more rigorous standards in the development of the S-CON. This statistically generated constellation yielded a single score from a composite of 11 variables and ratios. In the original study of 59 completed adult suicides, the authors found a total S-CON score of 8 positive indexes correctly identified 75% of the patients who died as a result of the suicide attempt. In a follow-up study, Exner (1993) added a 12th variable, finding a cutoff score of 8 positive indexes correctly identified 74% of those who completed suicide. To date, four studies (Affra, 1982; Exner, 1993; Exner & Wiley, 1977; Silberg & Armstrong, 1992 ) assessed prediction of suicide using variables from S-CON.
Despite demonstrable results in predicting completed suicides, the utility of the Rorschach as a predictive tool in suicide assessment continues to be criticized (Frank, 1994) . The most recent criticism (Wood, Nezworski, & Stejskal, 1996) cited psychometric and methodological problems associated with the comprehensive system, including a pointed criticism of the S-CON. This study was designed to accurately assess the predictive validity of the S-CON by capitalizing on methodological recommendations made by Farberow (1974) , Exner and Wiley (1977) , and Wood, Nezworski, and Stejskal (1996) . To assess the predictive validity of the S-CON it was necessary to: (a) compute interrater reliability of the Rorschach variables comprising the S-CON under the conditions outlined by Weiner (1991) ; (b) explore the capacity of the S-CON to discriminate among psychiatric inpa-tients who engage in near-lethal suicide attempts versus those that engage in "parasuicidal" or no suicidal activity; (c) assess the clinical efficacy of the S-CON in correctly predicting, in advance, which individuals will later engage in near-lethal suicidal behavior when compared with other clinical and nonpatient groups; and (d) explore the relations between total S-CON scores and discrete behaviors such as drug overdoses, self-inflicted lacerations, and emergency medical transfers due to suicide attempts.
METHOD Sampling and Group Classification
The initial sample consisted of all patients (N = 227) admitted to The Austen Riggs Center (Stockbridge, MA) from January 1993 to May 1998. Patient records were first masked to disguise patient identity then downloaded from the center's electronic database. These files contained patient identification numbers, diagnostic codes, reports of all suicidal and self-destructive behavior, detailed descriptions of each specific behavioral manifestations of self-destructive activity, physical trauma incurred as a result of self-destructive acts, medical procedures performed and information regarding emergency medical transfers. Primary diagnoses were established in a consensus case conference at the culmination of the initial evaluation and treatment phase. Diagnoses were made using available sources of information including an integration of interview data from the admission consultation, initial contact with the therapist and psychopharmacologist, consultations with outpatient therapists, prior hospital records, and interviews with relatives to clarify family history of psychiatric disorders, life history, and premorbid level of functioning. All patients were assessed by a board certified psychiatrist and licensed psychologist. Diagnoses were assigned according to the diagnostic criteria of the Diagnostic and Statistical Manual of Mental Disorders, (4th ed. American Psychiatric Association [APA], 1994) . This method of diagnostic practice approximates the longitudinal expert evaluation using all data (LEAD) standard of diagnosis (Pilkonis, Heape, Ruddy, & Serrao, 1991; Skodol, Rosnik, Kellman, Oldham, & Hyler, 1988; Spitzer, 1983) . It is important to note that in all cases the initial diagnoses were determined prior to and independent of the Rorschach data.
Behavioral records were classified into three groups (nonsuicidal, parasuicidal, and near-lethal suicidal) prior to collecting the archival Rorschach records. This blind analysis ensures that ratings for lethality were made free of bias from Rorschach data. Criteria for inclusion into the nonsuicidal group included no suicidal activity during index hospitalization, length of stay of 6 months or more, a complete Rorschach administered during the first 30 days of the index hospitalization, and minimum age of 18.
Criteria for discriminating between parasuicidal and near-lethal suicidal patients were determined by assessing the database of incident reports of self-destructive behavior. The methodology used for categorization is similar to the Lethality of Suicide Attempt Rating Scale (LSARS; Smith, Conroy, & Ehler, 1991) , but differs in that our discriminations were dichotomous whereas the LSARS makes finer discriminations. Assessments were based on a thorough evaluation of: (a) actual suicidal behavior (ingesting toxins, hanging, cutting, etc.); (b) the likelihood of an attempt being interrupted (from timing the suicide attempt so death can be interrupted, to insuring that no interruption of the suicide attempt is probable); and (c) relative lethality of drug overdose based on an extensive list of drugs, dosage, and their relative toxicity. Behaviors such as minor drug overdoses (10mg of Ativan, mixed with alcohol) or self-inflicted lacerations requiring superficial stitches were coded as parasuicidal behavior. Behaviors such as ingesting 250 Tylenol (500mg) capsules and deep medial wrist cutting requiring emergency transfer warranted inclusion into the near-lethal suicidal group. Independently coded ratings by the first and second authors for all records demonstrated high reliability for classification of patients into nonsuicidal, parasuicidal and near-lethal groups (κ = .96). After reliability estimates were established all disagreements in ratings were discussed until consensus was reached.
Starting from the initial pool of all 227 records, selection criteria were then used to limit and define the sample to be studied. Because all patients admitted to the center are expected to undergo psychological testing as part of their initial assessment, all patients were initially eligible for inclusion in the study. In an effort to ascertain some degree of confidence that the nonsuicidal group was representative of patients who do not make suicidal or parasuicidal attempts, our inclusion criteria were conservative. Patients with a length of stay less than 6 months (n = 68) did not allow for adequate sampling of behavior to be confident in classifying them as nonsuicidal. Patients who refused projective testing or who had incomplete or illegible Rorschach protocols (n = 29) were eliminated because we could not extract the structural variables for the analysis. Because we were interested in predicting near-lethal and parasuicidal activity in a clinically relevant time frame, suicidal activity that occurred after 60 days postadministration were eliminated (n = 18), including the only completed suicide that occurred 1 year after the patient was administered the Rorschach. Among these 18 patients, over two-thirds had made a suicide attempt or engaged in parasuicidal behavior over a year after being administered projective testing, therefore seriously limiting the temporal relevance of the Rorschach. Finally, there were a small number (n = 8) of medical records that lacked adequate detail to ensure accurate classification.
The final sample of 104 adult inpatients, consisted of 97 women and 7 men with a mean age of 29.3 (SD = 9.7) at admission. Four men were classified in the nonsuicidal group, 2 in the parasuicidal and 1 in the near-lethal group. The average number of years of education completed by the patients was 14.9 (SD = 1.95). A total of 90 patients were single (never married), 10 were married, and 4 had been divorced or widowed. Four patients were Asian and the remaining 100 were White.
The college students that served as a nonclinical comparison group consisted of participants enrolled in undergraduate psychology classes at a large Southern university. Participants in this group were screened for a history of psychiatric distress, psychotherapy, or psychiatric hospitalization. A sample of 50 participants were administered the Rorschach by advanced graduate students in an APA approved clinical psychology doctoral program. This group included 25 men and 25 women whose years of education ranged from 13 to 18 (M = 14.8) and whose mean age was 22.6.
Procedure
The administration and scoring of Rorschach protocols followed the procedures and guidelines articulated by Exner (1993) . All patients were administered the Rorschach within 30 days of admission during the initial evaluation and treatment phase of hospitalization. Rorschach protocols utilized in this study were drawn from an archival search of hospital psychological evaluation files. To make temporally relevant predictions from Rorschach protocols patient records were included only if the index suicidal activity took place within 60 days following the administration of the Rorschach. The rationale for the 60-day interval was based on a previous finding (Exner & Wiley, 1977 ) that suicidal activity is highly influenced by current stressors and that the mental state associated with suicide often shifts within a relatively short period of time.
For the purposes of a larger study of suicidal and self-destructive behaviors, all Rorschach protocols were rescored (on the comprehensive system and psychoanalytic content scales) by the first author who was blind to all identifying information as well as group assignment. Twenty protocols were then randomly selected and scored independently by the second author. The 20 sets of scored protocols were compared on a response by response basis, to ascertain interrater reliability (Weiner, 1991) . Kappa coefficients and percentage of agreement were calculated between the two judges for all major scoring categories that comprise the ratios making up the S-CON. The total percentage of agreement and Kappa coefficients for all scoring categories are presented in Table 1 . After reliability estimates were established all disagreements in ratings were discussed until consensus was reached.
Analyses
The data analyses proceeded in five steps. First, demographic and psychiatric variables as well as Rorschach productivity (R) were contrasted across inpatient groups using analysis of variance (ANOVA) to identify potential sources of covariance. Second, ANOVA compared total S-CON scores across the inpatient and nonclinical groups. When analyses revealed significance differences (p < .05), post-hoc analysis using Tukey's honestly significant difference (HSD) was used for pairwise comparisons. The third phase of analysis assessed the incremental validity of the S-CON by entering other Rorschach indexes (schizophrenia index, depression index, and coping deficit index) with the S-CON in a stepwise logistic regression analyses. Logistic regression was used because it is a more sensitive and conservative statistic when dichotomous and categorical variables are under investigation (Davis & Offord, 1997) . Fourth, diagnostic efficiency statistics (Kessel & Zimmerman, 1993) were calculated for the S-CON at four different points: greater than or equal to six, seven, eight, and nine. These comparisons determine the S-CON's ability to differentiate near-lethal suicidal patients from parasuicidal patients, near-lethal patients from nonsuicidal patients and near-lethal patients from college students. The five different statistics calculated were: (a) sensitivity (SN; the ability of a "positive" S-CON score to correctly identify individuals exhibiting near-lethal suicide attempts), (b) specificity (SP; the ability of a "negative" S-CON score to correctly identify those individuals with no near-lethal suicide attempts), (c) positive predictive power (PPP; the probability that an individual will engage in a near-lethal attempt when the S-CON score is "positive"), (d) negative predictive power (NPP; the probability that an individual will not engage in a near-lethal suicide attempt when the S-CON score is "negative"), and (e) overall correct classification (OCC: the overall "hit rate" correctly classified by the S-CON). Phase 5 included correlation and logistic regression analyses of the Rorschach, demographic, and psychiatric variables to explore their relation to specific incidence of self-inflicted lacerations, overdose attempts, and emergency transfers to a medical facility. The rationale for this final step is based on previous recommendation to include dimensional analyses of specific real-world behaviors that eliminate the issue of rater judgment regarding lethality (Wood et al., 1996) . 
RESULTS
ANOVAs contrasting the three clinical groups (see Table 2 ) revealed no significant differences in patient age, level of education, FSIQ, Rorschach productivity, or global assessment of functioning (GAF) scores. The groups were also well matched on sex (predominantly women) and marital status (predominantly single, never married). Based on previous research linking serious psychological impairment to comorbid Axis I and Axis II disorders (Oldham et al., 1995) , the total number of Axis I and Axis II disorders were also contrasted, F(2, 100) = 2.4, p < .09. Diagnostic characteristics of the inpatient sample highlight considerable similarities among the groups. Approximately 97% of the patients were diagnosed with major depressive disorder and a Cluster B Axis II disorder. Of these patients, 100% were diagnosed with at least two comorbid Axis I disorders. The fact that there were no significant diagnostic differences suggests that level and type of psychopathology were not salient predictors or covariants for suicidal behavior. Furthermore, the similarities between groups suggest that results reported next are based on characteristics assessed by the Rorschach's capacity to predict near-lethal suicide attempts rather than simply measuring the level of psychopathology in these clinical groups. ANOVAs of total S-CON score (see Table 3 ) revealed significant differences among the three clinical groups, F(2, 100) = 14.3, p < .00001. Post-hoc analysis (Tukey's HSD) confirmed that the near-lethal group mean scores were significantly higher than the parasuicidal and nonsuicidal patient groups. To determine the magnitude and relative importance of this F value, we calculated the effect size using a formula for η (Cohen & Cohen, 1983) . η is a parameter estimate similar to a correlation coefficient derived from the ANOVA model. Cohen (1977) noted that the relative magnitude of correlations are equivalent to small, medium, and large effect sizes, r = .20, .50, and .80, respectively in the psychological sciences. Note. Rorschach R = total number of Rorschach responses; FSIQ = Wechsler Full Scale IQ; GAF = global assessment of functioning. a n = 37. b n = 30.
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Estimating the effect size for the ANOVA revealed a moderate effect (η = .47). A separate ANOVA was conducted by randomly selecting 50 inpatients then contrasting this group's total S-CON scores with the college student's total scores. Expectable differences were found between the inpatient group and the college students' scores on this constellation, F(3, 150) = 108.05, p < .00001, with a large effect size (η = .84).
Because previous research has linked suicidal activity to the presence of depression, deficits in coping, and thought disorder, it seemed possible that Rorschach measures associated with these phenomena may also predict the level of lethality among our patient population. Thought disorder as measured by the Schizophrenia Index (SCZI), F(2, 100) = 1.2, p = .30, depression as measured by the Depression Index (DEPI), F(2, 100) = .55, p = .57, and deficits in resources to cope with current external stressors, as measured by the Coping Deficit Index (CDI), F(2, 100) = 3.0, p =.06, failed to differentiate level of lethality among the clinical groups. Although the CDI approached statistical significance, the effect size was small (η = .21) and the mean scores were well below the cut-off point for this scale. Next, the four indexes (S-CON, SCZI, DEPI, and CDI) were entered into a stepwise logistic regression analysis using near-lethal suicide attempts as the predictor variable. Total S-CON score was the only variable that made entry into the prediction equation (β = .7532, Wald = 16.78, R = .35, p < .00001).
Next, diagnostic efficiency statistics were calculated using total S-CON score as the criterion variable for the groups. Results (found in Table 4) indicate that a total S-CON score of seven or greater predicts those patients who will later make a near-lethal suicide attempt versus those patients who will engage in parasuicidal activity or no suicidal activity. Scores below seven on the S-CON resulted in much lower prediction rates. For example, an S-CON score greater than or equal to six resulted in lower levels of PPP in predicting near-lethal suicide attempts from parasuicidal patients (PPP = .63) and from nonsuicidal patients (PPP = .57). Note. S-CON = Rorschach Suicide Constellation; DEPI = Depression Index; CDI = Coping Deficit Index; SCZI = Schizophrenia Index. a n = 37. b n = 30.
By contrast, the overall correct classification rate for an S-CON score greater than or equal to seven was 79% for near-lethal versus parasuicidal and nonsuicidal inpatients indicate strong predictive validity. An S-CON score of seven or more led to 81% true positive rate (PPP) for predicting near-lethal suicide attempts versus parasuicidal activity and for nonsuicidal patients. The high NPP (the probability that an individual will not engage in a near-lethal suicide attempt when the S-CON score is below 7) indicates a high rate of true negative predictions as well. The results of diagnostic efficiency for comparison between the inpatient near-lethal group and the college sample were also robust. Although the OCC for this analysis was 89% (with PPP = 1.0; NPP = .85), it should be noted that none of the college students were classified as near-lethal. Because the Austen Riggs Center admits a relatively high number of suicidal patients, the base rate for near-lethal suicide attempts may be significantly higher than general psychiatric hospitals (44.8% base rate in this study; 14.5% base rate in the center population over the 5-year period of the study). Therefore, an effort was 342 FOWLER, PIERS, HILSENROTH, HOLDWICK, PADAWER Note. SN = sensitivity, the ability of the S-CON to correctly identify patients exhibiting near-lethal suicide; SP = specificity, the ability of the S-CON to correctly identify individuals with no near-lethal suicide attempts as not having near-lethal suicide attempts; PPP = positive predictive power, the probability that an individual has engaged in near-lethal attempt when the S-CON identifies him or her as having had a near-lethal suicide attempt; NPP = negative predictive power, the probability that an individual has not engaged in a near-lethal suicide attempt when the S-CON identifies him or her as not having made a near-lethal attempt; OCC = overall correct classification, the overall proportion of nearlethal suicide patients and individuals with no near-lethal suicide attempts correctly classified by the S-CON; S-CON = Rorschach Suicide Constellation. a n = 30. b n = 37. c n = 50.
made to address the potential inflation of true positive prediction associated with relatively high base rates (Meehl & Rosen, 1955) . We computed diagnostic efficiency statistics for a cutoff score of seven or greater for four hypothetical samples with base rates of 2%, 6.6%, 14.5%, and 20%. Working from the assumption that sensitivity and specificity remain constant, we calculated positive and negative predictive power as well as overall correct classification rates. The results in Table  5 indicate that PPP declines as a function of lower base rates, resulting in a higher proportion of false positive predictions in populations with low base rates. The opposite trend occurs with improvement in NPP in all populations (higher true negative predictions) for near-lethal suicide attempts. In each hypothetical sample, the use of the S-CON to predict near-lethal suicide attempts is a marked improvement over guessing that all patients in that environment will make a near-lethal suicide attempt from knowledge of the base rate. In the actual study, the base rate for near-lethal suicide attempts at the Austen Riggs Center from 1993 to 1998 was 14.5%. Thus, a clinician without the S-CON scores would be correct in predicting near-lethal attempts only 14.5 out of 100 times, whereas the same clinician with access to S-CON scores could correctly Note. SN = sensitivity, the ability of the S-CON to correctly identify patients exhibiting near-lethal suicide; SP = specificity, the ability of the S-CON to correctly identify individuals with no near-lethal suicide attempts as not having near-lethal suicide attempts; PPP = positive predictive power, the probability that an individual has engaged in near-lethal attempt when the S-CON identifies him or her as having had a near-lethal suicide attempt; NPP = negative predictive power, the probability that an individual has not engaged in a near-lethal suicide attempt when the S-CON identifies him or her as not having made a near-lethal attempt; OCC = overall correct classification, the overall proportion of nearlethal suicide patients and individuals with no near-lethal suicide attempts correctly classified by the S-CON; S-CON = Rorschach Suicide Constellation. a n = 30. b n = 37.
predict near-lethal suicide attempts 48 times out of 100 when a score of seven or greater was present.
Although the primary assessment of the study focused on the accurate prediction of near-lethal suicide attempts, it is of considerable interest to examine the relations among the comprehensive system's major indexes and specific self-destructive behaviors. Total S-CON, SCZI, DEPI, and CDI scores were correlated with overdose attempts, cutting and emergency medical transfers (see Table 6 ). Results indicate that total S-CON scores were significantly correlated with overdose attempts, r = .32, p = .001, and emergency medical transfers, r = .28, p = .004. Given the high number of superficial wrist cutting episodes in our sample, this nonsignificant correlation, r = .08, p = .40, provides good discriminant validity for the S-CON. In addition, the level of thought disorder manifested on the Rorschach is correlated with drug overdoses, SCZI: r = .24, p = .01. The degree to which patients appear to be overwhelmed by psychological and emotional stressors is negatively correlated with drug overdoses, CDI: r = -.25, p = .01, emergency medical transfers, CDI: r = -.22, p = .02, and self-inflicted lacerations, CDI: r = -.36, p = .0001.
The first logistic regression analysis (see Table 7 ) examined emergency medical transfers using a stepwise conditional entry process. First, demographic and psychiatric variables (age; GAF scores; total number of Axis I and II diagnoses; current substance dependence or abuse disorder; Wechsler FSIQ scores; the Rorschach CDI, DEPI, and SCZI) were entered to test potential prediction of emergency medical transfers. None of the eight variables predicted emergency transfer to a medical center. When total S-CON score was entered into the equation under the same stepwise conditional entry process it contributed to the prediction of emergency medical transfers. By computing the logits for predicting emergency medical transfers (logit[ER] = B[S-CON score] -constant), we can translate them into probabilities using the formula: e logit(ER) / (1 + e logit(ER) ). Although the general probability that the average inpatient would be transferred to an emergency medi-344 FOWLER, PIERS, HILSENROTH, HOLDWICK, PADAWER cal center is 37.5%, knowledge of a patient's score on the S-CON greatly improves the prediction of which patients are more likely to be transferred. For example, the probability that a patient with an S-CON score of three will be transferred is only 19%, whereas a patient with a score of seven has a 50% probability of being transferred. Finally, a patient with a score of nine has approximately a 67% probability of being transferred to a medical facility for engaging in self-destructive behavior.
The second logistic regression analysis (see Tables 8 & 9 ) examined the relation between the dependent variables (age; GAF scores; total number of Axis I and II diagnoses; current substance dependence or abuse disorder; Wechsler FSIQ score; the Rorschach CDI, DEPI, and SCZI) and the incidence of drug overdose. Of the eight variables entered into the stepwise conditional analysis only FSIQ predicted the presence or absence of drug overdose (B = .0461). Total S-CON score was then entered into the equation under the same stepwise conditional entry process to determine if it contributes anything more to the prediction of drug overdose (B = .4285) . Computing the logits for predicting overdose attempts requires a more complex equation ( Note. S-CON = Rorschach Suicide Constellation. a
Step 1 also included age, GAF scores, Total Axis I and II disorders, substance abuse diagnosis, Rorschach Coping Deficit Index, Depression Index, and Schizophrenia Index. four S-CON scores (3, 5, 7, and 9) results in 12 probabilities (see Tables 8 & 9) . Although the general probability that inpatients would make an overdose attempt is 25%, knowledge of a patient's FSIQ and S-CON scores improve the prediction of which patients are more likely to overdose. For example, patients who score in the borderline range of intellectual functioning (FSIQ = 80) and who attain an S-CON score of three have only a 3% chance of taking an overdose. On the other hand, those patients who score in the superior range of intellectual functioning (FSIQ = 120 or higher) and who attain a S-CON score of nine or greater have a 58% chance of taking an overdose.
DISCUSSION
Prediction and early intervention of suicide and near-lethal suicidal activity is the ideal goal of empirical analysis and clinical practice. Although current knowledge of the determinants of suicide prohibits absolute accuracy in prediction, the Rorschach S-CON provides important data to clinicians regarding the relative risk for near-lethal suicidal activity. The results of this study, when considered in the context of past research, points to the unique characteristics that render the S-CON valuable in the assessment of suicide risk.
First, the S-CON is a strong predictor of future near-lethal suicidal behavior in the current sample of highly disturbed and at-risk patients. This finding is important because it strengthens Exner and Wiley's (1977) observation that the S-CON captures aspects of psychological experience dominant in people who may eventually act on lethal self-destructive impulses. The fact that the diagnostic efficiency statistics generated a cutoff score of seven that differentiated near-lethal from parasuicidal patients is also important because it points to a broader utility of this constellation in assessing various degrees of lethality. A S-CON score of 7 or greater predicted near-lethal suicidal behavior that surpassed prediction based on knowledge of the population base rates (Meehl & Rosen, 1955) . The fact that the S-CON did not predict parasuicidal behavior demonstrates a measure of discriminant validity of this constellation. Furthermore, other comprehensive system indexes and behavioral indicators of pathology (such as number of diagnoses and GAF scores) failed to predict near-lethal suicide attempts. This result suggests that the total S-CON score is associated with ecologically valid, real-world behaviors of serious suicide attempts, rather than assessing general impulsivity or selfdestructive trends.
In the broader scope of suicide research these Rorschach findings compare favorably to Elliot et al.'s (1996) study of medically serious suicide attempts in a general hospital population. Although both studies found comparable degrees of overall prediction for type of suicide attempt, true positive prediction of medically serious attempts was only 28% compared to 81% prediction of near-lethal attempts in our sample. Furthermore, their exploratory regression analyses of 40 variables may capitalize on chance factors in the data, thus making the final regression model potentially unstable (Tabachnick & Fidell, 1996) . For this reason their study requires replication to validate their final model, whereas the S-CON now has at least five distinct studies justifying Exner's (1993) S-CON equation. The Elliot study was also retrospective, whereas this study was prospective by predicting near-lethal suicide attempts within 60 days following the administration of the Rorschach. This study may, therefore, generalize better to the realities facing clinicians working in short term acute care hospitals where a high percentage of patients are at risk for attempting suicide.
A reasonable argument could be made that simple paper-pencil questionnaires may be equally sensitive at predicting suicide and suicide attempts and can be far less expensive. To explore this issue, we will briefly discuss two of the better known self-report measures, the Linehan Reasons for Living Inventory (LRLF; Linehan, Goodstein, Nielsen, & Chiles, 1983 ) and the Beck Hopelessness Scale (BHS; Beck, 1986) . Although neither paper-pencil measure has differentiated near-lethal from parasuicidal patients, it may be useful to draw some comparisons between these measures and the S-CON. The LRLF has been used with a variety of populations to differentiate parasuicidal adults from nonsuicidal individuals. In a recent study, the LRLF (when combined with three other self-report measures) was quite successful in discriminating among patients who had previously made a suicide attempt from a matched clinical control group (Osman et al., 1999) . However, when the entire sample of inpatients were followed postdischarge, the LRLF did not predict future incidence of suicide attempts. A second limitation of the LRLF is the fact that past studies have relied on individual self-reports and ratings of parasuicidal behavior and suicidal ideation as target variables, rather than verifiable lethal or near-lethal suicide attempts. Thus, the scale appears to have significant utility in identifying some of the cognitive components that are associated with suicidal ideation and affects following a suicide attempt, yet has not demonstrated predictive validity of either completed suicide, or near-lethal attempts.
The BHS is considered a powerful predictor of later suicide (Bongar, 1991) . Beck and colleagues (Beck et al., 1985) found in study of 207 hospitalized patients that hopelessness was highly predictive of suicide: Ten out of 11 patients (90.9%) with BHS scores of 10 or greater died as a direct result of suicide at a 10-year follow-up. In our effort to contrast the S-CON prediction of near-lethal attempts against the BHS prediction of suicides, we computed diagnostic efficiency statistics (Kessel & Zimmerman, 1993 ) on Beck's data. The BHS data yields better SN (.91) and NPP (.99) than the S-CON. However, the PPP (.12) and OCC (.51) demonstrates that a score of 10 or greater leads to a high number of false positive predictions. When we make base rate adjustments for the S-CON to match the Beck study base rate (see Table 5 , base rate of 6.6%), we find that the PPP (.28) of the S-CON is still twice that of the BHS. In addition, the OCC rate (.86) for the S-CON is substantially higher. It is arguable, based on this limited comparison of the S-CON and the paper-pencil measures, that the use of the comprehensive system's S-CON is justifiable in clinical settings in which a relatively high base rate of attempted suicides occur during and shortly after discharge. The data from the S-CON may prove valuable to clinicians who are faced with complex discharge decisions and who need to weigh the risks and benefits of extending hospital stays for patients at risk for suicide.
CONCLUSIONS
Although this study demonstrates strong predictive validity of the S-CON, a number of cautions are warranted. First, the preponderance of women in the psychiatric sample raises questions about the of these findings to largely male samples such as prison populations. Further study will be needed to ascertain if these findings can be replicated in male samples. Second, the base rate of this study may be higher than those found in other hospital populations. Use of the S-CON in other hospital settings will therefore require careful consideration of base rates relative to the predictive power of the S-CON in each setting. Third, we have drawn clear distinctions between near-lethal and parasuicidal individuals for the purpose of this study, but we know from experience that all patients who think about suicide and make suicidal gestures are at risk for killing themselves. Because unanticipated life events, losses, and disappointments can be devastating (especially for those contemplating suicide) a score on any scale will fall short of accurately predicting all suicidal behavior. In addition, we know that borderline patients with histories of self-mutilating behavior (clearly definable as parasuicidal) are at higher risk of killing themselves than non-self-mutilating borderline patients (Stone, Hurt, & Stone, 1987) . It should therefore be obvious that confidence in using the S-CON to predict future suicidal behavior must be tempered with responsible caution.
